• Small indentations located anterior to the helix and superior to the tragus • Can occur unilaterally (~ 50 %) or bilaterally (~ 50 %) • Prevalence ranges between 1 and 10 % depending on ethnicity • Can occur in isolation with no increased risk of hearing impairment or renal issues • Can be associated with hearing impairment and organ malformations (i.e., kidney) -e.g., Branchio-oto-renal (BOR) syndrome:
• Most common inherited syndrome causing hearing loss (autosomal dominant) • Clinical presentation: preauricular pits, sensorineural hearing loss, branchial cysts, renal anomalies • PPS do not require surgical excision unless they are frequently draining or infected • Wang et al. [14] suggest that a renal ultrasound be performed in children with ear anomalies accompanied by any of the following: -Other known organ malformation -Family history of deafness and auricular and/or renal malformation -Maternal history of gestational diabetes mellitus 
Otitis Externa

Hematoma of the Ear Pinna
• Commonly due to trauma • Can cause avascular necrosis and permanent damage to the underlying cartilage • Management -Urgent aspiration of hematoma to prevent pinna deformity (i.e., Wrestler's ear or cauliflower ear) -Pressure dressing applied after evacuation -Close follow-up to monitor for reaccumulation Acute Otitis Media (AOM) Background • Signs of an acute infection associated with middle effusion and inflammation (bulging tympanic membrane) • 80 % of children have at least one AOM before 1 year of age; 90 % of children have at least two AOM by the age of 3
Risk factors
• Age (6-18 months), positive family history of otitis media, day care attendance, lack of breastfeeding, exposure to tobacco smoke, pacifier use, race/ethnicity (native Americans and Eskimos are at higher risk) [11] Common pathogen Connexin mutations most common [5] Pediatric Audiometric Testing
Evoked Otoacoustic Emission (OAE)
• OAE detects the sound coming from the cochlea in response to clicks or tones • OAE affected by external or middle ear debris (high false positive rate) • Used for all ages • No infant cooperation is required
Auditory Brainstem Response (ABR)
• ABR measures the electroencephalographic waveform response from the vestibulocochlear nerve to higher central nervous system auditory centers • ABR minimally affected by external or middle ear debris • Can be used at any age • Patient must be asleep, or very still-may require sedation • Often used to confirm abnormal OAE results
Testing Methods
Behavioral Observation Audiometry (BOA)
• Birth-6 months of age • Sound presented via speakers. Skilled examiner observes for patient response (i.e., startle or head turning towards sound) • Grossly assessed auditory thresholds of "better" ear (tests both ears at same time)
Visual Response Audiometry (VRA)
• 6 months-3 years of age • Toddler encouraged to look for auditory stimulus (i.e., lights, toys, motion for reinforcement) • Each ear may be tested individually; potential to provide complete audiogram Play Audiometry 
Patterns of Hearing Loss
Interpreting an Audiogram Y-axis = hearing level in decibels (dBs) or the "loudness" of sound X-axis = frequency of sound presented measured in Hertz (low pitch to high pitch) " 
Robin Sequence (RS)
• Sequence defined as: micrognathia, cleft palate, and glossoptosis • Occurs in isolation, or with associated syndrome (i.e., trisomy 18 or Stickler syndrome) • Infants with RS are at high risk to develop respiratory distress and potentially have "difficult airways" given anatomy. These infants require close airway monitoring in the postnatal period • Management of respiratory distress in RS -Prone positioning -Place suture at tip of tongue and pull tongue forward -Intubate if needed. If unable to intubate, place a laryngeal mask airway (LMA) -If patient fails extubation, patient may require:
• Mandibular distraction • Tracheostomy
Delayed Dental Eruption
• Normal range for dental eruption is between 8 and 18 months • Delayed dental eruption is considered when teeth fail to erupt within 12 months of "normal range" • Possible etiologies include: hypothyroidism, hypopituitarism, ectodermal dysplasia, rickets [7] • Be aware that access to fluoridated water may be limited in some areas in the USA • Optimal water fluoridation is 0.7 ppm of fluoride • If limited access to fluoridated water, supplementation may be considered, especially for patients between 15 and 30 months of age
Odontogenic Infection
Dental Trauma and Avulsions
Primary tooth avulsion • Refer to the dentist for follow-up to rule out any associated problems • Avoid reimplantation of primary avulsed tooth • Permanent tooth avulsion (it is a true dental emergency) [ 
Indication for Adenoidectomy Alone
• Moderate to severe nasal obstruction with persistent symptoms • Refractory chronic sinusitis • Recurrent acute otitis media or otitis media with effusion in a child who had prior tympanostomy tubes which have now extruded (e.g., repeat surgery when indicated would consist of adenoidectomy plus myringotomy ± insertion of ventilation tube) 
Postsurgical Complications of Adenotonsillectomy
Indication for Myringotomy and Tympanostomy Tubes for Acute Otitis Media (AOM) and Otitis Media with Effusion (OME) [10]
• Bilateral myringotomy and tympanostomy tubes are indicated when in a patient with: -Bilateral OME for 3 months or more and documented hearing difficulties -Unilateral or bilateral OME for 3 months and symptoms likely related to OME, for example, vestibular symptoms, poor school performance, behavioral difficulties, ear discomfort, and decreased quality of life -Recurrent AOM and unilateral or bilateral middle ear effusion at time of assessment -In at risk children, with unilateral or bilateral OME that is unlikely to resolve quickly as reflected by a type B tympanogram (flat) or persistent effusion for 3 months or longer 
Complications of Tympanostomy Tubes
